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Services available to the institutionalizedMedically Needy for
which no 

Federal Financial Participation(FFP) is claimed by the state are: 


For residents in an intermediate care facilityor a skilled 

nursing facility; 


1. Dentists' services, 

2. Optometrists' or opticians' services, 

3. Chiropractors' services, 

4 .  Eyeglasses, and 
5 .  If prescribed by a physician, 

a. Medical day treatment and othermental health services and 

b. Nursing services. 




supplement 1 to Attachment 3.1-B Page 1 
State'- Wisconsin 

1. 
eff a 

4 1-33 

2 . a .  

2 .b. 

4 .a .  

4 . c .  

5 .  
Eff. 
4 - 1  - 9 3  

description OF LIMITATIONS 


inpatient hospital services Prior authorization is rewired for 
services provided outside the a t a t e  by non-border status providers 
in non-emergency circumstances for transplant services and for 
ventilator dependent services Other- professional services t h a t  
require prior authorization outside the hospital often require 
pr io r  authorization when provided in a hospital. 

Other limitations include, but are not limited to: circumstances 
for privata room accommodations; restrictions on non-therapeutic 
sterilizations; requirements for separate billing of independent 
professional services; and restrictions to avoid duplicative and 
unnecessary payments, 

Outoatrent hospital services Prior authorization restrictions 
apply to these services as required by the area of service 

Health cl inic  $em-. Service6 provided by rural health 
clinics are subject to the game prier authorization requirements 
and other limitations as applied to covered services in the Medical 
Assistance Program. 

skilled nursing Bfacility services Prior authorization is required. .  
for rental or purchase of a specialized wheelchair. levels of 
service required are stipulated by the recipient's plan of care, 
subject to guidelines described in HSS 107.09(.7). 

familyplanningservices sterilization procedures require prior 
authorization and informed consent as mandated under federal 
regulations 

. .  services The Department imposes some payment andphysiciansservices 
benefit limitatlens on some specific physician services. Many of 
these limitation8 are based or1 quantity and frequency, diagnoses, 
provider speciality or the place the service is provided. In 
addition, some procedures require prior authorization and/or a 
second surgical opinion. Examplee of physician services in each of 
these areas are listed below: 

Services with Quantity and Frequency Limitations - Services 
with quantity and frequency Limitations include: evaluation 
and management v is i t8  in the office, outpatient clinic and 
inpatient hospital nursing home: routine foot care; specific
injections weight alteration programs; fetal monitoring; 
Clozapine management, and multiple surgeries performed on 
the name day. 
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Services with Diagnosis limitations - serviceswith 
diagnosis limitationsinclude: certain injections rollcine 
fool care and applications of Onna boots. 

Services with providerspecialty limitations - Provider 
specialty limitations are imposed on physicians providing 
obs te t r ic  and podiatric services and those performing 
evoked potentials tcszinq. 

Services with Place of service limitations - place: o f  
service limitationsare imposed on medication management rn 
the home and 311 cr i t ica l  or prolonged care provided in the 
emergency department 

Services tnaL require Prior Authorization - to insure that a 
procedure is medically necessary, t o  demonstrate that the 
procedure i s  no:- primarily cosmetic or for t h e  convenience 
of the recipient, to assure tha t  the procedure i9 :lot 
experimental r n  nature, and to a] \OH t h e  Department to 
determine the treatment 1s the most cost-effective 
available the provider must obtain prior authorization for 
the following categories of procedures: 

1 )  


2) 


3) 


4 )  

5 )  

Surgical or other medical procedures of 
questionablee medical necessity but deemed by the 
department t o  be essential t o  correct conditions 
that cause significant impairment to the 
recipient's interpersonal adjustments or 
employability; 

surgical procedures or medical procedures that 
the department deems redundant, outdated or 
marginally effective 

transplant 


sterilizations (to conform w i t h  federal and 
statu regulations and limitations 

temporomandibular surgery. 


Second surgical opinion - elective surgeries :hat require 
t h e  recipient obtain a second surgical opin ion  include but 
are not limited tu: cataract  extractLon; cholecysteoLomy; 
hcnmrrhnideclomy; diagnostic D C C procedures; rnyu~nsl 
hernia repair; hysterectomy; joint replacement, hip or knee 
tonsillectomy/adenoidectomy varicose ve in  surgery 

\ 
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dentalservices The same prior authorization and other 
limitations required under item 410 and 12.b. apply. 

podiatry services Prior authorization is required for electric 
bone stimulation maintenance care 1s limited to once per 61 day 
period under certain conditions. For other service limitations 
ye(? 3. HSS 107.14(3), Wis. Admin. Code. All orthopedic and 
orthotic services,, including repair$,orthopedic and corrective 
shoes and supportive devices services correcting "f lat  feet and 
treatment of subluxat.ion of the foot arc not covered 

-on Care services optometry prior authorityration is required 
for certain types of lenses and trameu, antiscikonic services 
prosir crutch services, low vision services certain 
ophthalmological services and vision training. frames lenses and 
replacement parts must he obtained through the volume purchase plan 
provider, unless prior authorized. Anti-glare coating, spare 
eyeglasses and sunglasses, and services provided primarily for 
convenience or cosmetic reasons are not covered. 

chiropractic Prior authorization AS required for services beyond 
the initial visit and 20 s p i n a l  manipulations per spell of illness. 
Consultations .>re riot covered. 

and clinical nursespecialist services 
included areother primary care nurse practitioner and clinical 
nurse specialist services not covered under item $23. Services arc 
subject to limitations imposed on specific disciplines within t h e  
scope of practice of the nurse these services include medical 
services delegated by a licensed physician through protocols 
pursuant lo t h e  requirements set forth in the Wisconsin nursing act 
and the guidelines set forth by the medical examining board ana thy 
board of nursing o t h e r  practitioner services are  subject t o  the 
same limitations unposed onphysician services under item #5 to 
enable the department to monitor and regulate t h e  following 
medical necessity, cost, frequency and place of service 

medication management includes in-home administrationor 
medications other than those given intravenously prefilling
syringes for self injection when the recipient is not capable 
setting up medications for  self-adnurustration, and programming 
dispensers Instructing tho recipient may be covered when provided
in conjunction with these activities b u t  not. covered if it is the 
only activity. 

* 

'TN 195-026 
Supersedes
TN 893-034 



Supplement 1 to Attachment 3.1-B Page 5 

State Wisconsin 


10. Dental Services. Dental services are limited to thebasic services 

Eff.within each of the following categories: diagnostic services, 

10-1-95 preventive services, restorative services, endodontic services, 


periodontic services, fixed and removable prosthodontics, oral and 

maxillofacial surgery services, and emergency treatment of dental 

pain. The following are examples of services not covered: dental 

implants and transplants; services for cosmetic purposes; overlay

and duplicate dentures; precious metal crowns; professional visits; 

drug dispensing; adjunctive periodontal services; alveoplasty and 

stomatoplasty; and non-surgical temporomandibular joint therapy.

Several services are provided only in specified circumstances or as 

referred through a Healthcheck (EPSDT) screen. For other 

limitations and a listing ofthose services requiring prior

authorization, see the WMAP DentalProvider Handbook, Part B. 


11. physicaltherapyandrelatedservices Prior authorization is 
Eff.requiredfor physical and occupational therapies, and speech
7-1-88 pathology after 35 treatment days per spell of illness. (See 

HSS 107.16(2) through .18(2), Wis. Administrative Code). Services 

for recipients who are hospital inpatients or receiving therapy

through a home health agency are not
subject to this requirement.

For audiology,prior authorization is required for speech and 

audiotherapy, aural rehabilitation and dispensing of hearing aids. 

See HSS 107.19. 


12.a prescribed Drug P r o w .  All Schedule II1 and IV stimulant drugs

Eff. as listed in the Wisconsin Medical Drug Index, enteral and 

7-1-93 	 parenteral nutrition products, and certain other drug products


entailing excessive cost or utilization require prior

authorization. Other limitations apply to the frequency of 

dispensing certain drug products. General categories of over-the

counter drug products which are covered are: antacids, analgesics,

insulins, contraceptives, coughpreparations, ophthalmic

lubricants, and other medically necessary, cost effective drug

products includingsome non-legend products that previously had 

legend drug status. 


Payment will be restricted to only those drug products supplied by 

manufacturers that have a signed federal rebate agreement or an 

approved existing agreement whenrequired by federal law. 
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Drugs or classes ofdrugs or medica1 uses restricted by state 
option: 

1. N/A 


dentures Prior authorization is required. 


Prosthetic Devices. Prior authorization is required for most 

prosthesis, hearingaids and other medical equipment in the 

Wisconsin Durable Medical Equipmentand Supplies indices, except

for certain ophthalmological prostheses. Prior authorization also 

is required for most items in the indices. 


eyeglasses When frames andlenses services are provided by the 

same provider, priorauthorization is required to exceed the 

following limitations in a 12 month period: one original pair; one 

unchanged prescription replacement pair; and one replacement pair

with adocumented changed prescription meeting Department criteria. 

Tinted lenses, occupational frames, certain glass and lens types

and framesand other vision materials not obtained through the 

volume purchase plan also require prior authorization. Anti-glare 

coating, spare eyeglasses and sunglasses, and services provided

primarily for convenience or cosmetic reasons are not covered. 


community support program Services. Community Support Programs

(CSP) provide a compendium of medical and psychosocial/

rehabilitative services,enabling the recipient to better manage

the symptoms of his/her illness, to improve independence, and to 

achieve effectivelevels of functioning in the community. 

Recipients able to benefit frommental health treatment and 

restorative services provided in acommunity setting on a long-term 

basis will experience a reduction in the incidence and duration of 

institutional care they might otherwise need. 


w:J' 
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an MA r e c i p i e n t  who is eligible for  these services ha9 d diagnosed, 
severe long-term illness whichputs t h e  person at s i g n i f i c a n t  risk 
of continued i n s t i t u t i o n a l i z a t i o n  T h e  r e c i p i e n t  is s e r i o u s l y  
impaired i n  the b a s i c  areas of e v e r y d a yf u n c t i o n i n g  and 
t r a d i t i o n a l  mental h e a l t h  outparlent treatment on a regular basis 
Cor at. least a year has proven i n e f f e c t i v e  

agencies provid ing  M CS? services must be certified by the 
department of health and s o c i a l  Services. c e r t i f i c a t i o n  requires 
that direct s u p e r v i s i o n  of t rea tment  s t a f f  prov id ing  services is 
performed by d clinical coordinator who has appropriate education 
and c l i n i c a l  experience w i t h  long- te rm meratally 211 persons; a 
p s y c h i a t r i s t  must be available t o  prov ide  direction and necessary 
psychiatric services an indepth assessment is completed within 3 d  
days; and a comprehensive treatment plan is developed and reviewed 
a t  Least every six months 

CSP s e r v i c e s  miry include C clozapine management . Sec descript LO^ 

under h d .  other P r a c t i t i o n e r s .  
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Special rehabilitation servicesare evaluative diagnostic and 

treatment services to correct any detect8 or conditions, or to 

teach compensatory skills for deficits that directly result from a 

medical condition. These services include obtaining 

interpreting, and integrating evaluative, diagnostic and treatment 

information appropriateto anindividual's coordinated planof 

care. Special rehabilitation services may be provided under the 

provisions of the individualswith disabilities Education Act 

(IDm) and are reimbursable onlywhen included in and after 
implementation of an IEP individualized Education Plan) or IFSP 
(Individualized Family Service Program) under IDEA.  Treatment 
services m e t  be prescribed or referred by a physician a liceneed 
P h . D .  psychologist or an advance practice nurse with prescriptive 
authority as allowed within theirmope of practice. 

Controls to prevent duplicate services and
assure continuity of 
care are established by Medicaid where a child receive6 services 
from both Medicaid certified School Basedservices JSBS) providers 
and Medicaid Health Maintenance Organizations(HMOs) or fee-for 
service providers. 

a
For example, where a child enrolled in Medicaid WHO receives SBS 
services the HMO is responsible for providing and managing 
medical services. School based medical services are not included 
in medicaids capitated payment to HMOs. Effective with 
implementation of the new managed care contract, SBS and hmo 
providers will be required to sign joint Memorandune of 
Understanding (MOUs),a legal document setting standards, policies 
and procedures to avoid duplicationof services and coordinate 
care �or the child. Wherea child served by the Medicaidfee-for
service system receivesSBS services, Medicaid requires SBS 
providers to document regularContacts between schools and 
community providers (such as physicians and therapists as 
appropriate for each childbut at least annually; and Medicaid 
will monitor service coordinationand ensure duplicate services 
are not provided throughprior authorization. 

Special rehabilitation services includethe following: 


1. 	 Speech, Language and Hearing: These are services for 
individuals with speech language and hearing disorders that 
adversely affect the functioning of the individual The 
services arc provided by or under the direction ut a speech 
pathologist or audiologist for which a patient is referred 
by a physician. Services include evaluations and 
reevaluations to determine an individuals need for these 
services; recommendations �or a course of treatment; 
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IEP/IFSP case management; and the following services
when 
identified in the IBP VI IPSP: treatment; and medical 
equipment for use in both the home and school settinge, 
so le ly  for  the use of one child, under utilization controls 
established by Medicaid. The equipment is owned by the 
recipient. 

2. 	 Occupational Therapy: This service is prescribed by a 
physician and provided to a recipient by or under the 
direction of a qualified occupational therapistas defined 
in 42 CFR 44O.llO(b). These services are rehabilitative, 
active. or restorative. and are designed to correct or 
compensate for a medical problem interfering withage 
appropriate functional performance. This service means 
evaluations and reevaluations of problems interfering with 
an individual's functional performance; recommendations for 
a course of treatment: XEP/IPSP case management: and the  
following services when identifiedin the IEP or IFSP: 
treatment; and medical equipmentfor use in both the home 
and School settings, solely for the use of one child. under 
utilization controls establishedby Medicaid. The equipment 
is owned by the recipient. 

3. 	 Physical Therapy: this service is prescribed by a physician 
and provided to a recipient by or under the direction of a 
qualified physical therapist a6 defined in 42 CFR 
440.110(a). these services are rehabilitative, active.or 
restorative, and designed to correct or compensate for a 
medical problem. This service means evaluationsand 
reevaluations to determine an individual's need for physical 
therapy; recommendations for a course of treatment; IBP/XFSP 
case management; and the following services when identified 
in the IEP or IFSP: treatment; and medical equipment for use 
in both the home and schoolsetting solely for the use of 
one child, under utilization controls established by 
Medicaid. The equipment is owned by the recipient. 

4. 	 nursing This service is performed by a registered Nurse or 
licensed practical nurse,or is a delegated nursing act 
under nursing protocols. The services are prescribed or 
recommended by a physician or advance practice nurse with 
prescribing authority and are includedin the IEP or IFSP 
the services are within the scope of professional practice 
of a Registered Nurse or licensed practical nurse, and 
includes but is not limited to: screening and referral for 
health needs; medication management: IEP/IFSP came 
management; explanations of treatments therapies, and 
physical or meatal conditions with familyor other 
professional staff; and medical equipmentfor use in both 
the home and school settings, solelyfor the useof one 
child, under utilization controls establishedby Medicaid. 
The equipment is ownod by the recipient. 
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5 .  	 Psychological, Counseling and Social Work: These services 
mean diagnostic services or active treatments with the 
intent t o  reasonably improve the individual's physical 01

mental condition These services are performed by a 
licensed physician or psychiatrist, or licensed or certified 
school psychologist schooo counselor, or school social work 
staff. these services include but are not limited to: 
testing and evaluation that apprise cognitive, emotional dud 
social functioning and self concept; reconmendations for a 
course of treatment; IEP/IFSP case management: and therapy 
and treatment identifiedin an IEP o r  IPSP that is planning, 
managing, and providing a program of psychological, 
counseling or socialwork services to individuals withd 
diagnosis or evaluation of psychological or behavioral 
problems and unscheduled activities for the purpose of 
resolving an immediate crisis situation. Treatment services 
must be prescribed or referred by a physician or a licensed 
Ph.D. psychologist and are included in an IEP or IPSP. 

6. 	 Developmental Testing, IDEA Assessment and Reassessment, and 
Ongoing Monitoringand Coordination of IEP/IPSP Services: 
These services are performed by Director's of Special 
Education andlor Pupil Services, and other certified school 
staff withinthe scope of their certification 
Developmental testing means testing performed to determine 
if motor. speech, language,hearing, and psychological 
problems exist or to detect thepresence of any 
developmental lags. IDEA assessments and reassessments are 
medical assessments that. are evaluations tests, case 
management requiredto develop the IEP or IFSP, and ongoing 
monitoring and coordination of IEP or IFSP services and 
related activities performed to determine if an individual 
is eligibleunder the provisions o f  IDEA. These services 
occur regularly In the determination of eligibility under 
I D F A  and are related to the evaluation of the functioning of 
the individual. These services are reimbursable only after 
they result m the implementation of an IEP or IPSP. 

7 .  transportation This service includes transportation to and 
from SBS provider sites for medically necessary services in 
vehicles adapted with a ramp or lift. this benefit 1s 
provided by a SBS provider, or contracted provider, to 
individuals w h o s e  medical needs require special 
accomodation for transport. The covered services and 
transportation must be included in an IEP or IFSP. This 
benefit isavailable for transportation to or from the 
medical service only on the same day that a covered Medical 
assistance service is provided 


